The global prevalence of childhood overweightness and obesity is increasing due to unhealthy diets and a lack of physical activity. A decrease in exclusive breastfeeding of children below 6 months, increased urbanisation, changes in economic status, etc. influence diets and the physical activity of children and lead to increased childhood overweightness and obesity. Childhood overweightness and obesity have negative consequences on a child's physical and mental health. An upsurge of indoor sedentary activities deprives children of physical activity andprevents them from gaining important social and behavioural skills they would learn through social interaction with other children. Obese children are prone to discrimination by society, especially in schools, which can cause lower self-esteem and may further lead to poor mental health and depression.The immense decrease in exclusive breastfeeding of children below 6 months is concurrent with the increasing levels of obesity and overweightness. Several studies have proved that breastfeeding reduces the chances of developing many diseases in the first two years of a child's life as well as later in life, including lower chances of the child becoming obese. India and South Africa, two developing countries,have already introduced measures for the prevention of childhood obesity. India's introduction of community health workers (ASHAs) has already aided in the promotion of breastfeeding. South Africa's sugar tax policy forimplementation in 2017 should have far-reaching effects in lowering childhood overweightness and obesity in the country. Apart from making the already existing interventions more efficient, it is also essential to successfully adopt and implement measures suggested by WHO.
INTRODUCTION
The global obesity epidemic can have a negative impact on many of the health benefits that have contributed to enhanced life expectancies.
1 Obesity can affect a child's immediate health, educational attainment and quality of life. Children with obesity are very likely to remain obese as adults and are therefore at risk of chronic illness; and overweight children may become obese children and may grow to be obese adults. 2 Childhood obesity and overweightnessarelinked to serious health problems that could result in premature death.
3 Therefore, childhood obesity can lead to an early development of non-communicable diseases (NCDs) such as diabetes and cardiovascular diseases, 2 as well as to mental health problems 4 if not treated and prevented early. 2 Low and middle income countries (LMICs) that lack resources are now facing a double burden of disease, as they are still fighting to end malnutrition 5 and other highly fatal diseases such as TB and HIV/AIDs, the rising obesity epidemic accompanied by NCDs and mental health problems. This will eventually strain the health services of these nations 6 if not dealt with immediately. Thus, increases in childhood obesity might emerge as a serious challenge to the attainment of global sustainable development. This paper discusses factors contributing to the rise in childhood overweightness and obesity, considers the consequences of childhood obesity and overweightness, and discusses the current measures taken to reduce the epidemic, as well as considers a way forward to overcome the problem of childhood obesity and overweightness, with particular reference to the two developing countries-India and South Africa.
EXTENT OF CHILDHOOD OVERWEIGHTNESS AND OBESITY
Globally, over 42 million children under the age of five were obese in 2013, out of which 31 million (73.8%) were from developing countries.
1,2 In 2010, it was estimated that, apart from 43 million overweight and obese children worldwide, 92 million more children were in the danger of becoming overweight. 3 The number of overweight and obese children in absolute terms is higher in low-and middle-income countries (LMICs) than in high-income countries (HICs). In Africa, the number of overweight and obese children has almost doubled between 1990 (5.4 million) and 2014 (10.3 million). 1, 7 In 2014, Asia was home to 48% of overweight children under 5 years of age, while Africa housed another 25%.
1
Overweightness and obesity are preventable, as are the resultant mental health problems and NCDs. 2 The rate of prevalence of childhood overweightness and obesity in the developing regions is higher in Africa than in Asia. 3 The Medical Research Council of South Africa estimates that more than 17% of children between the ages of one and nine years being overweight in urban areas in South Africa. In India, the same trend of high overweight and obese children residing in urban areashas been observed: in Delhi, childhood obesity increased by 8% between 2002 and 2004. 8 As per an estimate, 2.2% of male and 1.7% of female children were overweight in India in 2014, while the figures for the same stood at 20.6% and 17.7% respectively in South Africa.
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CAUSES FOR CHILDHOOD OBESITY AND OVERWEIGHTNESS
Decline in Breastfeeding
Breastfeeding has many benefits for both mother and child. It decreases the mother's risk of developing type-2 diabetes and ovarian cancer, while benefits for the childare extensive: some of them include a decreased risk of developing sudden infant death syndrome (SIDS), type-2 diabetes and most importantly a reduced possibilityof the child becoming overweight. 10 WHO recommends exclusive breastfeeding for up to 6 months, as it not only lowers the risk of the child developing NCDs later on in life but also lowers the possible danger of deathdue to infectious diseases during the first 2 years oflife. 14 Some of the reasons for low breastfeeding rates are a lack of patient education to address some of the concerns that mothers have such as latching difficulties, painful breasts, and a fear that the supply of milk will not be enough for the child. 15 Women are also embarrassed of publicly breastfeeding for fear of the negative social views of public breastfeeding that have become more prevalent in recent years due to shifts towards a western cultural paradigmand urbanisation. 16 Westernised culture has led many to believe that breastfeeding will ruin their breasts and damage their self-image. Single parent households in South Africa have been on the rise, 17 which in the majority of cases leaves single mothers with all of the responsibilities. This leaves single mothers no choice but to return to work as early as possible after giving birth, as they cannot afford long maternity leave. 15 Most work environments, especially for women with lower paying jobs,are notflexible enough to allow time for breastfeeding.
15
One of the main reasons for such a low breastfeeding rate (8%) in South Africa is that around 10 years ago the country followed a policy of providing free infant formula to all HIV-positive mothers to prevent HIV transmission from mother to child. This policy discouraged breastfeeding amongst HIV mothers. A new policyinitiated recently encouragesHIV positive mothers to breastfeedusing antiretroviral drugs to reduce the risk of transmission.
18,19
Economic status
Generally, children from wealthier families tend to be more obese and overweight than children from poorer backgrounds. An increase in the black middle class in post-apartheid South Africa has led to improved food security 20 andincreased availability of energy rich processed food. 21 Even in India, childhood obesity is significantly lower in lower socio-economic sections (0.42%) compared to high socio-economic status (5.59 %). This indicates that in developing countries children from wealthier backgrounds are more likely to be overweight and obese. 22 However, children from poorer sections are slowly becoming overweight and obese due to choosing high energy foods like bread and sugary drinks, since they are cheaper than healthier options.
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Cultural Beliefs
Cultural beliefs play a role in childhood obesity. Parents overfeed their child because of the belief that an overweight baby symbolizes healthiness and family wealth. This idea is encouraged in South Africa by the high incidence of HIV/AIDS, with low weight being associated with having HIV/AIDS.
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Urbanisation
Urbanisation has led to a shift from a high fibre, low sugar and low fat diet to one filled with refined food high in carbohydrates and with limitednutritional value for a developing child. 24 However, in rural areas, families have fruits and vegetables in their gardens, as they depend on agriculture for their livelihood, and the lack of easy accessibility to shops leads to them consuming less processed food. Employed parents in urban areasbuy what is convenient and what requires less time to prepare, which is often unhealthy. It is proven that food not prepared at home is less nutritious. 25, 26 Urbanisation has also lead to decreases in physical activity, resulting in an increased incidence of overweightness and obesity among children.
Lack of Physical Activity
There has also been a decrease in physical activity due to advancements in technology and mechanics, because over the year's automobiles have replaced walking/ cycling as the main form of transport. Computer games and a rise in the use of cell phones have replaced nonsedentary children's entertainment like soccer, thus causing many children leading physically non-active lifestyles. 24 UNICEF estimates that there are 250 television sets per thousand inhabitants with children, spending from 1.5 hours to over four hours per day watching television. Watching TV is not only a sedentary activity, 25, 26 it is also away for the powerful media to influence a child's behaviour. Aggressive marketing of the latest gadgets and high sugary food and beverages aimed at children throughTV advertisements further worsens the problems of inactivity and poor diet. 27, 28 People reside in small homes with very little space to garden fresh fruits and vegetables, and lack play areas for children inthe slums of India and communities with shacks in South Africa. 29 Due to the high crime and child homicide rates in South Africa being double that of the world's average globally, as per WHO, 30 parents discourage their children from playing outside their house due to the lack of safety. 31, 32 Only parents of a higher socioeconomic class can afford bigger backyards and afford to take their children tosports health clubs to get the necessary physical activity for proper development.
24,32
Comparable estimates of the prevalence of insufficient physical activity among adolescents (11-17 years) was over 70% in India in 2007 and is expected to be higher in South Africa.
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CONSEQUENCES OF CHILDHOOD OBESITY AND OVERWEIGHTNESS
Overweightness and obesity in children lead to development of NCDs and decreased mental health wellness.
Quality of Life
Results of a study showed that Health-Related Quality of Life (QOL) of Severely Obesechildren was lower than the QOL of normal weight children, and the QOL scores of severely obese children was a like to those who had cancer. The paediatric QOL inventory generic core scale considered physical, emotional, social and school functioning in determining the scores.
34
Physical Problems
According to WHO, overweight or obese children have an elevated risk of developing NCDs such as diabetes, cardiovascular diseases, and musculoskeletal disorders such as osteoarthritis later in life, which lead to early death and disability. 35 In India, 1 million people died due to diabetes in 2012, with the onset of diabetes in India occurring 10 years earlier than in most Western countries. The financial costs of diabetes are alarming and were estimated at $38 billion in India in 2011. 36 Even in South Africa, the same problem exists, where in the year 2000, 4% and 10% of total male and female deaths respectively occurred due to a high Body Mass Index (BMI) for people aged 30 years and above. 37 
Sleep problems
Obese children were found to be more likely to develop sleep apnoea, which causes daytime drowsiness and insomnia at night. This can further worsen obesity, as it encourages nightsnacking, 38 as a lack of sleep has been associated with increased appetite 39 and a lack of energy for physical activity during the day.
38
Emotional/Psychological problems
Obesity has often been linked to depression 40 and other psychological issues such as low self-esteem and poor self-image. 41 Poor diet due to a shift to high energy dense food 2, 42 and a lack of physical activity due to a sedentary lifestyle, fuelled by advancements in technology, 43 urbanisation 44 and other factors contribute to some degree to this epidemic. A study found that obese girls of ages 13 to 14 years are four times more likely to experience low self-esteem than those not obese, and to experience higher rates of loneliness and sadness and higher chances of engaging themselves with unhealthy activities like smoking. 45 Depression might result in over eating and inactivity, in turn leading to further weight gain. 46 It is awell-known fact that overweightness and depression usually co-exist, even though there is no definitive answer as to which causes which. 47 Overweight or obese childrenare often excluded from some activities due to pain caused by excess weight on their joints, preventing the child from enjoying and getting involved in sports activities. They are discriminated and stereotyped by classmates, doctors 48 and "fat shamed" by the media, 49 making them isolate themselves, which often leads to emotional eating and more weight gain. 50 A study done on obese children showed that teased children were more likely to be depressed and to engage in unhealthy weight control behaviour 51 including bulimic episodes. 52 Another study also found that some teens teased at home and at school had suicidal thoughts, of which 9 percent resulted in attempted suicide. 53 This is very alarming considering that the suicide rate for children between the ages 10 and 14 years has doubled in South Africa over the last fifteen years.
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MEASURES TO REDUCE CHILDHOOD OBESITY AND OVERWEIGHTNESS
Measures aimed at preventing and reducing childhood and adolescent obesity need to be based on the environmentalcontexts and three criticalstages in the lifecourse: preconception and pregnancy; infancy and early childhood; andolder childhood and adolescence.
1
In 2008 WHO developed a framework to assist member States in monitoring and evaluating the implementation of DPAS (Global Strategy on Diet, Physical Activity and Health) in efforts to reduce the rising obesity epidemic. It highlighted the importance that everyone become involved, from the private sector to the different sectors in government, including agriculture, education, trade and industry, to get long lasting results. The Commission on Ending Childhood Obesity has developed a comprehensive, integrated package of recommendations to address childhood obesity, and calls for leadership of governments and for moral responsibility by all stakeholders in reducing the risk of obesity among children. It recommends a multi-stake holder approach, involving governments, non-governmental organisations, private sector, educational institutions and communities by evolving integrated and comprehensive programmes to:
• promote intake of healthy foods and to reduce the intake of unhealthy foods and sugar-sweetened beverages by children and adolescents; • promote physical activity and reduce sedentary behaviours in children and adolescents; • provide guidance for preconception,pregnancy and antenatal care, by integrating and strengthening guidance for the prevention of NCDs; • provide guidance and support for healthy diets, sleep and physical activity in early childhood to ensure children grow appropriately and develop healthy habits; • promote healthy school environments, health and nutrition literacy,and physical activity among school-age children and adolescents; and • provide family-based, multicomponent, lifestyle weight management services for children and young people who are obese.
INITIATIVES OF INDIA AND SOUTH AFRICA
The Government of South Africa has developed a strategy for 2015-2020 to prevent and control obesity, and aims to reduce obesity by 10% by the year 2020
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.After recognizing the benefits of breastfeeding, South Africa initiated several measures, including the discontinuation of its policy of 2001 in 2011 that distributed free formula for infants at public health facilities, with the intention of preventing transmission of HIV from mother to child, and has started focussing on programmes to boost breastfeeding. 56 The Government of South Africa will initiate fiscal measures such as a tax on sugar sweetened drinks from 1 April 2017 57 which is found to be one of the most cost-effective measures 55 to reduce the country's sugar consumption, which leads to obesity and has accounted as one of the factors for the high healthcare costs. 58 In Mexico, the initiation of sugar tax proved successful, as soda sales decreased by 6% during its first year of initiation in 2014. 59 In India, progress with many Reproductive and Child Health Programme indicators after 1998 was slower than before and with some indicators worsening. 60 India, inits National Action Plan and Monitoring Framework for Prevention of NCDs, has now aimed to halve the rise in obesity prevalence by 2025. Some of the initiatives suggested include the development and implementation of evidence based public health campaigns for early detection and treatment of obesity, and creating health and nutrition monitoring environments in workplaces and schools, in addition to health facilities.
61 By 2015, India had made huge progress. The government 
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The total number of ASHAs across 32 states in 2015 was 859 331.
63 This indicates that increased child health coverage is feasible, and that it will be easily accessible tolower socio-economic communities in the future. As per the Report of the WHO's NCDs Progress Monitor 2015, India has adopted WHO's set of recommendations on the marketing of foods and non-alcoholic beverages to children.
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WAY FORWARD
Both India and South Africa need a multi-sectoral approach involving all interested parties in order to provide the most effective way of ensuring the reduction in childhood obesity, as this improves a child's physical and mental health. Role of Government: Government could assess the current and future policies that conflict with health. The Urban Planning and Transport department could allocate a budget for the creation of safe recreation spaces and walking/cycling environments. The gains from sin tax could fund preventative health campaigns, and could provide training opportunities to healthcare professionals, community health care workers, and teachers in schools to improve skills related to diet, physical activity and mental health. Standard treatment guidelines for diet and physical activity should be developed to ensure that the public is well informed. This will also allow easy initiation of front-pack-traffic-light-labelling, especially for developing countries like India and South Africa, which have low literacy rates. Using colour coded packages to indicate the extent of healthiness of food products will have a huge impact. Standard treatment guidelines also assist in knowing which adverts marketed at children do not meet standard treatment guidelines and need to be regulated. 65 Health literacy of health information leaflets is quite important, considering the fact that due to a shortage of healthcare professionals(HCPs), HCPs are usually not able to spend enough time on patient counselling, and health information leaflets are thus a good source of information when the patient arrives home. Readability tests are important to ensure that the leaflets are at the literacy level that a majority of patients can understand.
66
Community: Communities could increase competitive or non-competitive sports activitiesin order to decrease television viewing and other sedentary activities, as this would also develop children's behavioural and social skills. They could create more community gardens to promote fruit and vegetable consumption, as it also promotes physical activity and teaches children selfsufficiency at a young age. Religious and cultural leaders could also participate in promoting healthy body image awareness.
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CONCLUSION
In order to tackle the problem of childhood overweightness and obesity, it is necessary to strengthen and implement pre-existing interventions that could havelong-term positive impact more efficiently.It is also essential to implement the measures suggested by the WHO, such as implementing regulations on food advertisements, creating safe environments for physical activity and facilitating more outdoor sports, games and recreational activities, and to establish community gardens to promote fruit and vegetable consumption. Monitoring systems need to be developed to improve the efficiencyof interventions and for better coordination among all stakeholders to successfullytackle the problem of childhood overweightness and obesity.A healthy childhood would lead to healthy adult life, and lead to sustainable development of countries like India and South Africa. 
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